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August Revised:  

STATE PLAN UNDER TITLE XIX OF THESOCIAL SECURITY ACT 
MEDICAL ASSISTANCE PROGRAM 
STATE ARKANSAS 

ATTACHMENT 3.1-A 
Page 9c 

AMOUNT, DURATION AND SCOPE OF 
PROVIDED SERVICES 1,2001 

CATEGORICALLY NEEDY 

23. Any other medical care and any other type of remedial care recognized under State law, specified by THEe 
Secretary. (Continued) 

d.Nursing facility services for patients under21 years ofage. 

A Registered Nurse and a Physician Reviewerassess medical needs and make medical eligibility 
determinations and patient level of care classifications for applicants referred by a physician for 
nursing home care. 

Nursing facility services include coverage ofprescription medications WITHIN the State’s formulary 
without limitations. 

e. Hospital ServicesEmergency 

Limited to immediate treatment and removal ofpatient to aqualifying hospital as soon as patient’s 
condition warrants. 

f. Critical Access Hospital (CAH) 

Services thatare furnished by aninstateproviderthat meets therequirementsfor 
participation in Medicaid as aCAH and areof a typethat would be covered by Medicaid if 
furnished by a Medicaid enrolled instate hospitalto a Medicaid recipient. Services that are 
not permitted underCAB licensure requirements arenot coveredby Medicaid. 

Inpatient CAH services do not include nursing facility services furnished by a CAH with a 
swing-bed approval. 

CAH services are subject to the same benefit limits as inpatient and outpatient hospital 
services as described in Attachment 3.1-A, Items 1and 2a. 



STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 
MEDICAL ASSISTANCE PROGRAM 
STATE ARKANSAS 

ATTACHMENT 3.1-B 
Page 8c 

AMOUNT,DURATION AND SCOPE OF 
SERVICES PROVIDED Revised: August 1,2001 

MEDICALLY NEEDY 

23. 	 Any other medical care and any other type of remedial care recognized under State law, specified by the 
Secretary. 

a. (Continued)Transportation 

(4) VolunteerTransportation 

Volunteer carriers are reimbursed for providing transportation to recipients to medical 

services providedthe carriers areREGISTEREDby the Arkansas Departmentof Human Services 

and Medical Services and the medicalservices are part ofthe case plan. A General Relief 

check is issued by local HumanServices staff for paymentof Medicaid transportation if a 

licensed CARRIERis not available. 

These services may be billed onceper day, per recipient for a maximum of 300 miles per 

day. The benefitlimit does notapply to EPSDTrecipients. 

(5) 	 Domiciliary Care - Thecost of meals, lodgingandtransportationen route to andfrom 

medical care. 

b.ServicesofChristian Science Nurses - Not Provided. 

C. Careand services provided in CHRISTIANScience sanitoria - Not Provided. 

d. Nursing facility services provided for patients under 2 1 years of age - Not Provided. 

e. 	 EmergencyHospital Services 

Limited to immediate treatment and removal of patient toa qualifying hospital as soon as patient's 

condition warrants. 



MEDICAL  ASSISTANCE  

are 

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT ATTACHMENT 3.1-B 
PROGRAM Page 8d 

STATE ARKANSAS 

AMOUNT, DURATION AND SCOPE OF 

SERVICES PROVIDED August 1,2001 


MEDICALLY NEEDY 


23. 	 Any other medical care and any other type of remedial care recognized under State law, specified by the 
Secretary. (Continued) 

f. Critical Access Hospital (CAH) 

Services thatare furnished by aninstateproviderthat meets therequirementsfor 
participation in Medicaid as a CAB and of a typethat would be covered by Medicaidif 
furnished by aMedicaid enrolled instate hospitalto a Medicaid recipient. Services thatare 
not permitted under CAH licensure requirementsare not covered by Medicaid. 

Inpatient CAH services do not include nursing facility services furnished by a CAEI with a 
swing-bed approval. 

CAJ3 services are subject to the same benefit limits as inpatient and outpatient hospital 
services as described in Attachment3.1-B, Items 1 and 2a. 

SUPERSEDES: NONE NEW PAGE 




STATE PLAN UNDER TITLE XIXOF THE SOCIAL SECURITYACT ATTACHMENT 3.1-B 
MEDICAL ASSISTANCE PROGRAM Page 9b 
STATE ARKANSAS 

AMOUNT, DURATIONAND SCOPE OF 
SERVICES PROVIDED August 1,2001 

MEDICALLY NEEDY 

26. 	 Personal care services furnished to an individual who is not an inpatient or resident of a hospital,nursing 
facility, intermediate carefacility for thementally retarded, or institution for mental diseasethat are (A) 
authorized for the individual by a physician in accordance with a plan of treatment., (�3) provided by an 
individual who is qualified to provide such services and whois not a member of the individual’sfamily, and 
(C) furnished in a home. 

Not Provided 

SUPERSEDE: NONE - NEW PAGE 




OTHER TYPES 

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 
MEDICAL ASSISTANCEPROGRAM 
STATE ARKANSAS 

METHODS AND STANDARDS FOR ESTABLISHING PAYMENT RATES-
OF CAREAugust Revised: 

ATTACHMENT 4.19-B 
Page 10 

1,2001 

23. 	 Any other medical care and any other type of remedial care recognized under State law, specified by the 
Secretary. 

f. Critical Access Hospitals (CAH) 

Inpatient Reimbursement 

Effective for dates of service occurring August 1,2001 and after, inpatient services that are 
furnished by CAHs that areenrolled in the ArkansasMedicaid CAH Program will be 
reimbursed by interim perdiem rates withyear-end cost settlements. Cost settlements are 
determined from provider submitted cost reports andare based on 100%of reasonable 
costs. Reasonable costs is defined as total reimbursablecosts under Medicareprinciples of 
cost reimbursement for CAHs. 

Annual cost reporting requirements are thesame as those for hospitals enrolled in the 
Arkansas Medicaid HospitalProgram as foundin Attachment 4.19-A of this Plan.In 
addition to these requirements, a hospital that converts to aCAB, and whose effective date 
of Medicaid enrollmentas a CAB is a date other than the dayfollowing the last day of the 
facility’s established cost reporting period underits enrollment in the ArkansasMedicaid 
Hospital Program, must submit partial-yearcost reports under each program in which it 
maintained enrollment during thecost reporting period. 

Interim per diem rate calculations, access to subcontractor’s records provisions, audit 
function responsibility and the rate appeal procedures are the same as those forhospitals 
enrolled inthe ArkansasMedicaid Hospital Program as foundin Attachment4.19-A of this 
Plan. 

In addition to the interim perdiem rate calculations identified in Attachment4.19-A, a 
CAH’s initial interim per diem ratewill be themost recent interim perdiem rate it 
received under its prior enrollment in the Arkansas Medicaid Hospital Program; or the 
interim perdiem calculated from themost recentfull year’s cost report it submitted under 
its prior enrollment in the ArkansasMedicaid Hospital Program. In the event that a 
hospital enrolled in the ArkansasMedicaid Hospital Program converts to a CAH before it 
has had an interim perdiem rate in effect for a full cost reporting period, the Statewill set 
the facility’s CAH interim perdiem rate at the mathematicalmean of established CAHs 
per diem rates in effect on the dateMedicaid establishes as thefacility’s date of enrollment 
in the ArkansasMedicaid Critical Access Hospital Program. 



’ . 
STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT ATTACHMENT4.19-B 

MEDICAL ASSISTANCE PROGRAM Page 10a 
STATE ARKANSAS 

METHODS AND STANDARDSFOR ESTABLISHING PAYMENT RATES 

OTHER TYPESOF CARE August 1,2001 


23. 	 Any other medicdlcare and any othertype of remedial care recognized under State law, specified by the 
Secretary (continued). 

f. Critical Access Hospitals (CAH)(continued) 

Outpatient Reimbursement 

Effective for datesof service occurring August 1,2001 and after, outpatient services that 
are furnished by CAHs that areenrolled in the ArkansasMedicaid CAH Program will be 
reimbursed by minimum interim payment in accordance with the ArkansasMedicaid 
Program outpatientfee schedule (at thelesser of the billed charge or thefee schedule 
maximum) withyear-end cost settlements. Cost settlements are determined from provider 
submitted cost reports and are based on 100% of reasonable costs. Reasonable costs is 
defined as total reimbursable costs under Medicare principlesof cost reimbursement for 
CAHS. 

Annual cost reporting requirementsare the sameas those for hospitals enrolled in the 
Arkansas Medicaid HospitalProgram as found in Attachment4.19-A of this Plan.I n  
addition to these requirements,a hospital that converts toa CAH,and whose effective date 
of Medicaid enrollment asa CAH is a date other than the dayfollowing the last dayof the 
facility’s established cost reporting periodunder its enrollmentin the ArkansasMedicaid 
Hospital Program, must submit partial-year cost reports under each programin which it 
maintained enrollment during thecost reporting period. 

Access to subcontractor’s records provisions, audit function responsibility and the rate 
appeal procedures are the same asthose for hospitals enrolled in the ArkansasMedicaid 
Hospital Program asfound in Attachment 4.19-A of this Plan. 

SUPERSEDES: NONE - NEW PAGE 



